Within the past year I have seen two cases of tongue abscess, one an acute, the other a subacute or chronic. In my survey of the English writings I was able to find but very little in the texts or current literature dealing with this subject. The following are a few of the texts and what they have to say on this subject: "American Practice of Surgery," by Bryant and Buck: "Chronic abscesses are generally secondary to trauma, syphilis or tuberculosis. They are circumscribed, less prominent than cysts, not painful or tender, and usually situated in front of the circumvallate papillce. In doubtful cases insert exploratory needle." "A Treatise of Surgery," by Geo. Ryerson Fowler: "Abscess of the tongue is usually the result of a breaking down of a gumma situated in the median line and usually pursues a chronic course." "Practice of Surgery," by~Wa1ter Geo. Spencer: "Subacute abscess may be set up by the bite of a tooth or foreign body and may be confused with gumma, tuberculosis, actinomycosis and cancer. Should be incised and its contents and wall examined."
".Manual of Surgery," by Rose and Carless: "Csually of a chronic nature, situated in the anterior part of the organ. Due to admission of microorganisms through some superficial lesion which has quickly healed. It presents as a tense swelling. Free incision settles diagnosis and cures case." "System of Practical Surgery": "Chronic abscess rare. Due to swelling which has been circumscribed from the begin-*Read before the Chicago Laryngological and Otological Society, December 18, 1917. ning. In some cases reported are undoubtedly confused with suppurating actinomycotic nodules." "Surgical Diagnosis," by Albert Berg: "Chronic abscess very painful and fluctuates." "Surgical Diagnosis," by Alexander Bryan Johnson: "Indicated hy severe septic symptoms, high fever, rapid pulse. Localized pain and tenderness. Sometimes fluctuation can be felt from floor of the mouth, less commonly upon the dorsum of the tongue. Fatal cases from general sepsis or aspiration pneumonia have occurred." "Keen's Surgery": "Acute abscesses not very common, may occur in the course of an acute diffuse parenchymatous glossitis, although it seldom does. There are two forms of the acute, the superficial and the deep. The acute superficial occurs usually at the dorsum of the tongue toward the base, invariably in front of the circumvallate papill<e. Deep acute abscesses may arise during the process of acute parenchymatous glossitis. Sometimes found in true mercurial glossitis. May follow infliction of a puncture wound or entrance of foreign body. When abscess forms, the pus is so deep that fluctuation is never an early symptom. Such an abscess may be taken for a gumma unless preceded by acute general glossitis."
After a resume of these writers I felt this subject should be worthy of our consideration.
I believe the reason for this organ being so seldom affected by such a process is due to its wonderful blood supply, which makes it very resistant. Dr. Jos. Prenn suggests that the abundant various organisms harboring in this region probably establishes a local immunity. Abscesses, I presume, can form in any part of the tongue, but in the cases reported and in my cases, they were in the base of the tongue.
The cause of these abscesses is vague, but I believe some form of trauma, which lowers the resistance of this organ, and the virulence of the invading organism is the most logical etiologic factor.
The symptoms will vary as to the location of the abscess, the length of time it has existed and whether it is an acute or a chronic process. Wright and Smith say the chronic form usually occurs at the base of the tongue near the center, and may exist for years without symptoms except for a sensation of a foreign body, cough or a feeling of difficulty in swallowing. This coincides with one of the cases I will report.
The acute cases are characterized by a gradual onset, pain in the throat, and in the tongue when moved, which may be referred to the ears or down the neck. The tongue is swollen at its posterior part and very tender when pressed upon by the tongue depressor or palpated. The patient usually has chills, and fever ranging around 101. The cervical lymphatics are swollen and tender, speech is interfered with and painful. Edema of the surrounding structures may be present, depending upon the virulency of the process. Respiration may or may not be impeded. The patient refrains from' eating because of the pain in swallowing.
The chronlc form has the character of a circumscribed cyst. There mayor may not be pain, but if present it is slight and the tongue feels stiff and awkward in its movements. There is the sensation of something being in the throat, and the patient tries to swallow it or cough it up. A local swelling mayor may not be apparent on the surface of the tongue. There is no interference with deglutition. The chronic abscesses never attain a large size, usually about the size of a hazelnut. History as a rule is vague.
The prognosis in the acute cases should be guarded; whether the abscess be opened or not, serious complications may follo'w. The chronic cases are usually favorable.
The diagnosis mayor may not be easy and will depend upon the stage in whith the patient is observed and the clinical manifestations. In the acute cases one is liable to attribute the condition to a glossitis.
The patient refuses to open the mouth very wide in some cases because of pain. The posterior part of the tongue will be swollen while the anterior part is apparently normal. Extreme tenderness to pressure over the swollen area; if fluctuation can be determined will assure one of a positive diagnosis.
The diagnosis of the chronic cases will be more difficult, and I believe many of these cases go undiagnosed and called globus hystericus. I transilluminated both the cases I had with the pharyngoscope, placing it under the tongue and well back on both sides, and saw a well defined dark area which localized the abscess in both the acute and chronic case. I do not mean to convey the idea that this is evidence of an abscess, but another link in the chain of findings. If the tongue was greatly swollen this could not be done. A cyst will not be tender on pressure-there will be an absence of pain, and the introduction of an aspirating needle into the swollen mass will verify the diagnosis.
A deep seated parenchymatous gumma, usually located in the dorsal aspect of the tongue, can be felt as a round or oval tumor-very indolent-producing little or no pain and not tender to handle. Multiple gumma is more common, but may fuse and then become an irregular mass. It usually breaks and produces ulceration, but may remain unulcerated for years. Wassermann, clinical signs, and mixed treatment will make clear the diagnosis. Actinomycosis, tuberculoma, lipoma, lingual goiter, fibroma, sarcoma and carcinoma will have to be differentiated from the chronic abscess formation, but the history, clinical and microicopic findings will clear up the diagnosis. . The treatment will resolve itself into draining the abscess, which can be done by an incision with a long curved bistoury, through the long axis of the tongue into the abscess cavity.
Dr. J. V. White of Detroit and Dr. James Prenn of Boston, in the cases they reported, made the incision under the tongue at the side and parallel with it. If the posterior part of the tongue is greatly swollen this area will be more accessible.
In acute cases the patient should be under constant oDservation and shoulci be placed in a hospital and a tracheotomy done if necessary. I do not believe palliative treatment should be resorted to after the diagnosis is made.
The following cases will illustrate these two types of abscesses more clearly:
On the morning of April 5, 1917, I was called to the home of Mrs. K. M., aged twenty-seven years. She was in bed in a semisitting position. Her color was good, but she had an expression of anxiety. Speech seemed to be difficult and breathing rather labored. Temperature, 101; pulse. 120; respiration, 24. No apparent swelling of the neck, but palpation caused the patient to flinch and say it was painful; cervical glands enlarged. When asked to open the mouth did so slowly, and opened it about half way, saying it hurt to open wider. J\:Iarked coated tongue; when asked to protrude it did so slightly, complaining of pain. Anterior half looked practically normal in size, but the posterior part was swollen about twice its normal size and very tender to pressure. The tonsils were swollen and debris present in the crypts. Some edema of the uvula. vVith a laryngeal mirror I was able to elevate the palate and examine the base of the tongue.
The epiglottis was swollen about twice its normal size and pushed back over the laryngeal opening, so I was unable to see into the larynx. I did not try to pull the epiglottis forward, as I thought any manipulation might tend to increase the edema. Palpating" the mass, I was sure I could ascertain fluctuation. She was' eight months pregnant. Present trouble started about one week before; had a stiffness of the neck and throat, and used the ordinary home remedies for three days, but did not improve. She could not talk well and it hurt to eat, so she went to see her family doctor who said she had tonsillitis and treated her for the same. She went to see him again in two days, as her condition seemed to be growing worse. He painted her throat with medicine and told her to continue the treatment. That night she had a choking spell and could hardly breathe. The family doctor was called, and he recommended hot applications for the neck and a gargle. The next day her condition was worse and the family insisted on consultation. The doctor then gave antitoxin and suggested waiting. The following morning I was called.
Previous History.-Patient has always been in good health except for sore throats. vVas married last July.
Family History.-Father and mother living and well. She has four brothers and three sisters living and well; one sister was drowned in the Eastland disaster.
I ordered the patient sent to the hospital, and on the afternoon of the same day I operated. She could not lie down, so I had her retain the sitting position and applied crystals of cocain to the surface of the abscessed area. Having done this, I placed my index finger of the left hand back beyond the mass; then followed with a curved scalpel, making an incision in the posteroanterior direction and in its center. A large quantity of pus and blood was expelled, and the patient said, "Oh, I feel better." I then made a couple of incisions into the anterior surface of the epiglottis because of the marked edema. Breathing was hetter, and the patient coughed up a great deal of mucous. She \vas taken back to bed, and an ice pack applied to the neck. She could not lie down. I ordered instruments ready in case of an emergency tracheotomy, and remained at the hospital to see how she would respond. In half an hour I was called to the room and found the patient gasping for breath. I inserted my finger into the throat and pressed the epiglottis forward. A considerable thick mucous was coughedl1p, and again she felt better. This occurred three or four times, when it failed to give relief, and the patient became cyanotic. Then I did a rapid tracheotomy, introduced a tube and fed the patient oxygen. She quickly recovered. I made a tent over her bed and kept up continuous steam vapors.
The following morning, April 6th, the patient was feeling very good-temperature, 100; pulse, 130; respiration, 28. That evening she began to have labor pains-temperature, 102; pulse, 140; respiration 32. The family doctor was called and he pronounced the baby dead, and advised watchful waiting.
The following morning, April 7th, I removed the tracheotomy tube and dosed the wound, and the patient continued to breathe without difficulty, so I pulled the wound together with adhesive. Labor was induced that morning, and about eleven o·clock T received word that the doctor had delivered a six pound baby girl alive and in good condition. From that on temperature, pulse and respiration gradually returned to normal, and mother and baby left the hospital April 19th, two weeks from the day 0 f entrance.
Cultures were taken in broth media and blood agar. The broth culture showed a cloudiness of the media in eight hours. The blood agar showed a culture present in six hours. A plate blood agar showed hemolysis.
The next case: \Iiss B. H., aged twenty-nine years, consulted me at my office August 28, 1916, complaining of the feeling of a lump in her throat, which she would try to cough out and swallow. Each time she swallowed it seemed to feel better, but only for a second: otherwise she had no discom-fort. Gave a history of syphilis and having had salvarsan a couple of times. She had a pyonephrosis of the left kidney 'Vas quite nervous and restless. A blood \Vassermann reported negative.
Tonsillar glands were slightly palpable, no tenderness; teeth apparently in good condition; tongue freely movable, but patient said it felt a little stiff. Tonsils small and apparently innocent. No lymphoid enlargement at the base of the tongue or dilated veins. Epiglottis negative, hypopharynx and larynx negative; some small glandular enlargements on pharyngeal wall. Postnasal space negative. I gave her a placebo and had her return in about a week, when I introduced an esophagoscope into the esophagus, but found nothing. I told her to use steam inhalations and apply ten per cent argyrol to throat twice daily. I made my diagnosis globus hystericus. She then disappeared until May 29, 1917, when she returned complaining of some pain in the throat and a feeling of fullness, and said she could not swallow right, as there seemed to be something in the way. Making pressure on the tongue with the tongue depressor caused her to complain of pain. There was no apparent inflammation of the throat, but there seemed to be a little elevation of the dorsum of the tongue of the left side, and palpation revealed a small mass the size of a ha'zelnut which was tender.
Temperature and pulse were normal. I could not detect fluctuation. I transilluminated with the pharyngoscope under the tongue, and a definite shadow outlining mass could be seen. I introduced an aspirating needle and drew off about a dram of pus, from which cultures were made that showed staphylococcus. I incised the mass and the patient made prompt recovery. Broth cultures showed cloudiness and sediment in forty-eight hours; agar slants, a slight culture in thirty-six hours, abundant in forty-eight hours.
The sensation of foreign body in the throat which this patient complained of the past nine months has disappeared, and I believe this abscess was present and lying dormant at that time. It has been suggested that this might have been a broken down gumma, but I did not think so, because healing was prompt, and no specific treatment had been given for over a year. There was no necrotic tissue in the abscessed area.
